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The term 'culture of safety' defines the core values and behaviors that exists when 
there is a collective and continuous commitment by healthcare teams to emphasize safety 
over competing goals. This culture is required for healthcare institutions to achieve the 
success of high-reliability organizations that have high potential for error but few bad 
outcomes.  
Healthcare systems should maintain environments where zero harm is the 
consistent standard. Currently, the unintended opportunity of a person receiving harm 
within the airline industry is one million to one. However, the unintended opportunity of 
a person receiving harm within a healthcare institution is three hundred to one. A culture 
in which safety is the first priority is paramount for healthcare organizations and remains 
consistent with recommendations from the Institute of Medicine.  
The literature has demonstrated that evidence-based practice leads to quality care, 
improved patient outcomes, and reduced healthcare cost. Regardless of the literature 
support, healthcare institutions have struggled to implement evidence-based practice 
fully. Furthermore, there is little known about how evidence-based practice influences a 
culture of safety. In this study, chapter two describes the process of implementing 




culture of safety. Chapter three examines the relationship of evidence-based practice and 
a culture of safety. While evidence-based practice provides the go-to standard for 
healthcare clinicians as they strive to reduce error and improve patient outcomes, this 
study further demonstrates relationships and predictability between evidence-based 





Overview of Research Study 
A culture that fosters evidence-based practice (EBP) likely fosters a good work 
environment. Understanding how such a work environment and its impact on a safety 
culture is critical for healthcare today. However, evidence to demonstrate these 
relationships is lacking. There is literature support for the impact of evidence 
implementation and patient outcomes (Molony & Samuels, 2012; Melnyk, Fineout-
Overholt, Giggleman, & Choy, 2016; Melnyk, Gallagher-Ford, Thomas, Troseth, 
Wyngarden, & Szalacha, 2016), and there is literature support for the impact of a culture 
of safety on patient outcomes (Sammer, Lykens, Singh, Mains, & Lacken, 2010; Ulrich 
& Kear, 2014; Ausserhofer, Schubert, Desmedt, Blegen, Geest, & Schwendimann, 2013). 
However, there is little or no literature support that explains the relationship between 
these two concepts. This research study was developed to explain this gap in the literature 
and its purpose is to add to the professional body of knowledge about these relationships. 
The research began with conceptualization of four concepts: 1) an EBP culture, 2) 
individual EBP beliefs, 3) EBP implementation, and 4) a culture of safety. These 
concepts were chosen because they had literature support for impact on patient outcomes 
and their relationships are partially known. The study was to help explain the unknown 
relationships. 
EBP Culture 
Evidence-based practice, as opposed to traditional practice, supports improving 
population health and quality of care, encourages patient centered care and the patient 
experience, and reduces cost, which is the Triple Aim in healthcare (Melnyk et al., 2016). 




teamwork, hallmarks of EBP. Engaged leadership is a foundational principle in providing 
an evidence-based culture where clinicians can establish EBP as the foundation of care 
(Melnyk et al., 2016). It has also been shown that when evidence-based decision making 
is delivered within a supportive EBP culture and provided through a context of caring, 
the best patient outcomes are attained (Melnyk, 2012; Melnyk et al., 2016).  
Individual EBP Beliefs 
The literature supports that EBP beliefs are significantly and positively related to 
EBP implementation (Melnyk, Fineout-Overholt, Giggleman, & Cruz, 2010; Stokke, 
Olsen, Espehaug, & Nortvedt, 2014). Additionally, nurse leaders with high EBP beliefs 
were shown to be more likely to implement EBP and lead their teams in this direction 
(Sredl et al., 2011). Some may conceptualize EBP beliefs as individual evidence-based 
decision-making. 
EBP Implementation 
Healthcare institutions are committed to improving patient outcomes. Current 
literature supports a positive relationship between the implementation of EBP and patient 
outcomes (Molony & Samuels, 2012; Melnyk, Fineout-Overholt, Giggleman, & Choy, 
2016; Melnyk et al., 2016). That is, certain evidence-based activities implemented on a 
regular basis have been shown to positively impact outcomes. 
Culture of Safety 
The literature provides consistent references regarding a culture of safety 
(Sammer, Lykens, Singh, Mains, & Lacken, 2010; Ulrich & Kear, 2014; Ausserhofer et 
al., 2013). Furthermore, a study by the Joint Commission on Accreditation of Healthcare 




collaboration, appropriate staffing, and leadership have less errors, and therefore, a 
stronger patient safety culture (Barden & Distrito, 2005; Lamontagne, 2010). 
The Proposed Model 
With these concepts identified, a model was built to represent the relationships 
among each of the concepts (see Figure 1, Appendix A). Based on the literature, it was 
expected that EBP culture would predict EBP beliefs. EBP beliefs were expected also to 
predict EBP implementation. Exploratory relationships included EBP implementation 
and EBP beliefs would predict a culture of safety as well as EBP culture would predict a 
culture of safety. Culture of safety was expected to predict quality outcomes. The 
variable of situational urgency was added to the exploratory relationships to reflect the 
impact of context on the other relationships in the model.  An EBP culture would predict 
situational urgency, which would then predict EBP beliefs. Due to various factors, 
situational urgency was removed from the model before testing. 
Original and Alternative Models 
Modifications were made to reflect the removal of the situational urgency variable 
prior to testing the original model (see Figure 2, Appendix A). The relationships tested 
included EBP culture prediction of EBP beliefs, EBP implementation and culture of 
safety. Also, EBP beliefs prediction of EBP implementation and culture of safety and 
EBP implementation prediction of culture of safety. Lastly, EBP beliefs prediction of 
EBP implementation. 
The original model was constructed and tested through SPSS AMOS. Correlation 
analysis through SPSS demonstrated that there were significant positive relationships 




significant positive relationships among EBP culture, EBP beliefs, EBP implementation, 
and a culture of safety (see Table 1, Appendix B).  
Demonstrated correlational relationships among the variables supported further 
model testing. Regression coefficients were established for all variables.  The results 
showed statistically significant paths for three of the five direct effects, i.e. from EBP 
culture to EBP beliefs, from EBP beliefs to EBP implementation and from EBP culture to 
a culture of safety. There was no relationship established between EBP beliefs or EBP 
implementation and culture of safety.  The original path model was not a good fit for the 
data, confirmed by Chi-square, root mean square error of the approximation (RMSEA), 
and comparative fit index (CFI). The expected outcome regarding this model was not 
realized. 
Based on these findings, an alternative model was proposed (see Figure 3, 
Appendix A). Individual EBP beliefs and EBP implementation were allowed to correlate. 
The relationships established included EBP beliefs and EBP implementation prediction of 
EBP culture and EBP culture prediction of a culture of safety. This reflects a shift from 
organizational implementation of evidence to individual evidence implementation, as 
well as individual uptake of EBP before the culture will shift. Regression coefficients 
were established for all paths. The results showed a statistically significant correlation 
between EBP beliefs and EBP implementation as expected, and significant paths for 
direct effects from EBP beliefs and EBP implementation to EBP culture, and from EBP 
culture to a culture of safety. The model was a good fit for the data.  
The purpose of this study was to examine the overall relationship among aspects 




variables to test the impact of EBP on a culture of safety. The alternative model best 
demonstrated the relationships among the study variables. The fit of this model on the 
data and the significant paths addressed the intent of the investigation. 
The findings of this study are useful for nurse administrators as well as 
organizational leadership who want to best advance EBP in an organization. Building 
nursing staff EBP beliefs plus knowledge, skill and engagement in evidence 
implementation will improve the EBP culture that will, in turn, improve the 






The Nurse’s Role in Patient Safety and Evidence-Based Practice 
Abstract 
Nurses are expected to be the leaders and innovators within the ever changing 
environment of healthcare. Social determinants of health such as access to care for 
uninsured/underinsured populations and an increased regulatory burden set the tone for 
tighter economic constraints for healthcare institutions. Sustainable cultures of quality 
and safety that meet regulatory metrics are paramount to the future success of these 
organizations. Outcomes have improved with the implementation of the EBP model. The 
EBP paradigm integrates the best available external evidence with the best clinical 
expertise and patients’ choices to achieve the best patient outcomes. This paradigm is key 
to the development of an organizational culture of safety.   
Nurses’ Impact on Safety 
The patient safety movement was initiated by the Institute of Medicine’s (IOM) 
report To Err is Human (2000). This report was the first of the IOMs reports 
demonstrating that errors in hospitals were more prevalent than previously thought and 
that nurses have a predominant role in safeguarding patient safety. This report began the 
on-going review of the relationship of clinician practice to patient outcomes (Institute of 
Medicine, 2000).  
In 2001, the IOM expanded the exploration of patient safety concerns through the 
publication of a series titled Crossing the Quality Chasm. This publication documented 
the direct influence that nursing environment and process has on patient outcomes 
(Institute of Medicine, 2001). Even though the 2001 IOM document reported the impact 




environmental factors. These factors contribute to an overwhelming task/work load and 
may contribute to nurses making decisions that abbreviate, delay, or omit care (Kalish, 
Landstrom, & Hinshaw, 2009). Subsequently, the majority of studies have focused on 
errors of commission. However, researchers now believe that errors of omission may 
occur more frequently than errors of commission (Kalisch, 2015).  
Missed or omitted nursing care was coined by Kalisch and her initial research 
demonstrated that this practice was far-reaching. Factors such as staffing levels, type of 
staffing, and teamwork predicted missed care (Kalisch, 2015). Cho, Mark, Knafl, Chang, 
and Yoon (2017) found that inadequate nurse staffing was significantly associated with 
missed care and therefore patient outcomes.  
As early as 2003, Curtin concluded that nurse staffing has a significant impact on 
patient outcomes including medical errors and patient mortality. Dunton, Gajewski, 
Klaus, and Pierson (2007) found that the relationship of total nursing hours spent per 
patient were significantly related to patient outcomes. Staffing levels which incorporate 
more nurses per patient were shown to contribute to reduced medical errors and 
decreased patient mortality (Driscoll et al., 2018).  
Medical errors have contributed as many as 200,000 unintended deaths and 
approximately 15 million patient injuries (Melnyk, 2012). Both the National Patient 
Safety Foundation and the National Institute for Clinical Excellence advocate that nurses 
must competently carry out observations, interpret data, and make appropriate decisions 







Evidence-based nursing practice was evident in 1860 when Florence Nightingale 
published her Notes on Nursing explaining her observations on cleanliness, nutrition, and 
fresh air. Nightingale started the practice of sharing clinical experience to improve the 
quality of patient care (Peterson et al., 2014). Now, greater than 150 years and countless 
research studies later, EBP remains the standard of practice as set forth in Nursing: Scope 
and Standards of Practice (American Nurses Association, 2010). In spite of this 
auspicious beginning and the expressed standard of practice, the implementation of EBP 
into routine nursing practice has been met with limited success (Levin, Fineout-Overholt, 
Melnyk, Barnes, & Vetter, 2011).  
The EBP paradigm is a problem-solving approach to the delivery of healthcare 
that integrates the best evidence from the literature with a clinician’s expertise and the 
patient’s preferences and values (Levin, Fineout-Overholt, Melnyk, Barnes, & Vetter, 
2011). This paradigm includes discovery of new knowledge and integration of that 
knowledge into clinical practice (Schaffer, Sandau, & Deidrick, 2012). The positive 
effects of the use of this paradigm have been documented in the literature. Nursing 
practice based on evidence has been shown to improve patient outcomes by as much as 
28% (Levin, Fineout-Overholt, Melnyk, Barnes, & Vetter, 2011). However, even with 
documentation of the benefits of EBP, recurrence of the same barriers to implementation 
such as time, lack of resources, and organizational culture continue to appear (Wallis, 






Establishing a Safety Culture 
Establishing a sustainable culture of safety is a critical component in the 
prevention and reduction of adverse events and the improvement of healthcare overall. A 
culture of safety conceptually originated from organizations outside of healthcare. These 
organizations consistently minimized adverse events while performing complex, high risk 
activities and procedures, and became known as high reliability organizations (Agency 
for Healthcare Research and Quality (AHRQ), 2018).  
High reliability organizations are those that perform in intricate, high risk 
environments for prolonged periods without serious errors or disastrous failures. The 
conceptual idea of high reliability is interesting to health care because of the intricacies of 
operating practices and the potential of disastrous consequences due to failure. High 
reliability moves beyond the standardization of processes and could be described as a 
state of continual mindfulness within an organization. This mindfulness is achieved 
through relentless prioritization of safety over other measures of performance and fosters 
a commitment to safety from the executive to the frontline clinician (Weick & Sutcliffe, 
2015). Commitment, such as this, supports a culture of safety that includes these vital 
processes: Recognizing the high-risk nature of the organization’s practices and the 
determination to consistently maintain safe operations; sustain a blame-free environment 
in which persons are encouraged to report errors of near misses without fear of reprisal; 
encourage collaboration among disciplines in seeking evidence-based solutions to patient 
safety issues (AHRQ, 2018). 
A strong safety culture remains fundamentally an organizational problem. Each 




the forefront in the continual quest for zero harm to patients.  
Nurses’ Role in Improving Outcomes 
The current healthcare environment places nursing at the forefront in the 
improvement of patient outcomes. Specific nursing processes such as hourly rounding 
have been shown to contribute to increased patient satisfaction, improved patient 
perception, and positive quality outcomes (Rondinelli, Ecker, Crawford, Seelinger, & 
Omery, 2012). Additionally, nurse-driven protocols such as those for discontinuation of 
indwelling catheters have demonstrated reduced cost, reduced catheter duration, and 
decreased length of stay (Alexaitis & Broome, 2014). Nurse job satisfaction is an indirect 
contributor to patient outcomes. Nursing shortages and turnover contribute to the 
potential for adverse patient events. To reduce nursing turnover, the establishment of 
professional development initiatives such as clinical ladders have been shown to be key 
motivators of job satisfaction for nurses and demonstrate organizational commitment to 
providing high quality care (Watts, 2010). These clinical ladders support and encourage 
nurses to obtain specialty nurse certifications which have been shown to be a direct 
contributor toward quality patient outcomes (Wilkerson, 2011).   
It is clear that nurses play a key role in establishing an organizational safety 
culture. Process improvement initiatives, led by nursing, continue to be more effective 






Implementing Evidence-Based Practice 
EBP has been shown to support a strong safety culture and assist clinicians in 
reducing adverse events and improving patient outcomes (Levin et al., 2011). The seven 
steps of implementing EBP are described as: 
0) Cultivate and integrate a spirit of inquiry within the organizational safety 
culture. 
1) Ask important clinical questions in PICOT format. 
2) Search databases for relevant evidence. 
3) Analytically evaluate the evidence. 
4) Integrate the best evidence with the clinician’s expertise and the patient’s 
choices in making a practice decision.  
5) Evaluate the outcomes from the practice decision. Make further corrections 
based on the evidence. 
6) Distribute the outcomes of the EBP decision. 
(Melnyk, Ford, & Fineout-Overholt, 2017) 
Step zero. Continual questioning of clinical practice and clinical decision making 
is key to an evidence-based safety culture. Step one. Using the PICOT format contributes 
to the most efficient database searches. Step two. This format assists in identifying the 
keywords that are necessary in searching relevant databases. Step three. In evaluating the 
evidence, questions should be asked regarding the validity, reliability, and applicability of 
the evidence. Step four. Once the evidence has been acquired, it should be integrated into 




integration of a practice change, evaluation of the change should occur to determine if the 
desired outcome has been reached. Evidence-based adjustments should be made, as 
needed, to enhance the potential of the desired outcome being attained and sustained. 
Step six. Evidence-based changes should be shared so that the organization can benefit 
from positive changes resulting from gathered evidence (Melnyk, Ford, & Fineout-
Overholt, 2017). 
Summary 
Nurses are expected to be the leaders and innovators within an ever changing 
environment of healthcare. Social determinants of health such as access to care for 
unfunded populations and an increased regulatory burden set the tone for tighter 
economic constraints for healthcare institutions. Sustainable cultures of quality and safety 
that meet regulatory metrics are paramount to the future success of these organizations. 
EBP has been associated with improved outcomes. The EBP paradigm integrates the best 
available external evidence with the best clinical expertise, and patients’ choices to 
achieve the best patient outcomes. This paradigm is key to the development of an 
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Chapter 3  
The Impact of Evidence-Based Practice on a Culture of Safety  
Abstract 
Background: 210,000 to 440,000 deaths have been caused by errors in healthcare.  
Providers who are committed to core values that emphasize safety contribute to a “culture 
of safety.’ This culture is required for healthcare institutions to achieve high-reliability 
status demonstrating high potential for error but few adverse outcomes. There is little 
known about contributors to the culture of safety and the commitment of providers to its 
core values. 
Purpose: To determine relationships among the predictors- EBP culture, individual 
evidence-based decision making, organizational implementation of evidence-based 
practice - and a culture of safety.  
Design: Correlational Predictive Design.  
Sample: Two-hundred seventeen nurses from nine acute care institutions across East 
Texas participated in the study. 
Analysis: Path analysis was used to evaluate the relationships among predictor variables 
and a culture of safety. 
Results: Individual evidence-based practice implementation and beliefs were correlated 
(r = .38, p < .001). Evidence-based practice implementation and beliefs had direct effects 
on EBP culture (β = .25, p < .001; β = .24, p < .001, respectively). EBP culture had a 
direct effect on culture of safety (β = 0.38, p < .001). Evidence-based practice 




evidence-based practice implementation and beliefs, along with EBP culture, accounted 
for 15% of the variance in culture of safety. 
Conclusion: Nursing administrators allocating resources to build a culture of safety can 
now include enhancing evidence-based implementation and beliefs of nursing staff as 
well as an EBP culture that supports evidence-based practice. 
Key words: Safety, quality, culture, evidence-based practice.  
Problem and Significance 
 In 2001, the Institute of Medicine (IOM) published the report Crossing the 
Quality Chasm (Institute of Medicine) to provide direction for reforming the health care 
system toward a safer environment that contributed to the initiation of a dialog on patient 
safety.  Over fifteen years after that landmark report, preventable adverse events continue 
to be responsible for 210,000 to 440,000 deaths of hospitalized patients each year (James, 
2013). According to the Agency for Healthcare Research and Quality, (AHRQ, 2016) 
specific process improvement initiatives, such as teamwork training, unit-based safety 
teams, and executive walking rounds, have been associated with increased hospital 
ratings by patients, but there is no association yet demonstrated between these initiatives 
and decreased error rates. Furthermore, AHRQ purports that widely implemented quality 
improvement measures such as rapid response teams and communication tools (e.g., 
Situation, Background, Assessment, Recommendation; SBAR) have not shown further 
reduction in errors. Therefore, for the last two decades, providers, payers, and legislators 
have become increasingly aware of the need for an environment in healthcare that 




 In an effort to improve the quality and safety of healthcare throughout the 
country, the National Quality Forum released its updated manual, Safe Practices for 
Better Healthcare (2010). The manual describes that more than 15 million occurrences of 
medical harm occur each year with an estimated cost between $17 billion and $29 billion 
per year (National Quality Forum, 2010). It is clear that an increasingly innovative and 
cost-effective healthcare delivery system is required to improve patient outcomes and 
decrease healthcare expenditures. The 34 safe practices described in the manual are 
evidence-based interventions meant to address common concerns, such as health care 
associated infections, medication errors, wrong site surgeries, and pressure ulcers. 
Evidence-based practice (EBP) improves care and improves patient outcomes. Within the 
current transition from a fee for service payment system to a value-based payment 
system, anything that improves outcomes will prove valuable. When utilized, evidence-
based nursing practice is a significant contributor in reducing the escalation of healthcare 
costs. Evidence-based practice standards are applicable at both the individual and 
organizational levels. Evidence-based practice models such as The Academic Center for 
Evidence-Based Practice (ACE) Star have been developed to provide mechanisms for 
nurses to foster cutting-edge practice, thus facilitating the transfer of knowledge and turn 
research into action (Abbott, Dremsa, Stewart, Mark, & Swift, 2006).    
In addition to facilitating the transfer of knowledge, EBP demonstrates that 
appropriate nurse-patient ratios are an important issue to consider when speaking about 
safety. When the ratio of patients to nurse rises above the standard, the potential for 
situational urgency likely increases. In these situations, nurse decision-making can be 




mortality (Aiken, Clarke, Sloane, Sochalski & Silber, 2002; Kane, Shamliyan, Mueller, 
Duval, &Wilt, 2007). When ratios of patients to nurse are within the standard, quality 
care is provided and patient outcomes improve (Estabrooks, Midodzi, Cummings, 
Tickler, & Giovannetti, 2005; Aiken et al., 2010). Evidence-based practice demonstrates 
that environments that control situational urgency and maintain appropriate nurse-patient 
ratios provide the best opportunity for evidence-based decision making and positive 
patient outcomes.     
The goal of the Institute of Medicine’s Roundtable on Evidence-based Medicine 
is that by the year 2020, 90% of clinical decisions will be evidence based (Institute of 
Medicine, 2009). This will only occur as clinicians implement EBP as their problem-
solving approach to the delivery of healthcare that integrates the best evidence from the 
literature with clinicians’ expertise and patients’ preferences and values (Levin, Fineout-
Overholt, Melnyk, Barnes, & Vetter, 2011). In this process, clinicians can discover new 
knowledge and integration of that knowledge into clinical practice (Schaffer, Sandau, & 
Deidrick, 2012).  
Evidence-based practice, as opposed to traditional practice, supports improving 
population health and quality of care, encourages patient centered care and the patient 
experience, and reduces cost, the Triple Aim in healthcare (Melnyk et al., 2016). 
Improvement in the quality of care is further encouraged by engaging the EBP paradigm 
and process with the support of leadership and teamwork. Engaged leadership is a 
foundational principle in providing an evidence-based culture in which clinicians can 
establish EBP as the foundation of care (Melnyk et al., 2016). Teamwork is equally 




multidisciplinary clinicians are instrumental in building a culture of trans-disciplinary 
teamwork that leads to a higher quality of care and improved patient outcomes (Melnyk 
et al., 2016). Consistent with EBP, leadership and teamwork are also integral components 
of a culture of safety. A common theme exhibited in the literature is that leadership is key 
to designing, fostering, and nurturing a culture of safety (Clarke, Lerner, & Marella, 
2007). This was further supported when the National Quality Forum (NQF) adopted 
“Improving Patient Safety by creating a Culture of Safety” with a focus on leadership 
structures and systems (NQF, 2006). Teamwork has consistently been shown to be a 
necessary component in creating an environment where collaboration among clinicians 
fosters a culture of safety (NQF, 2006; Sammer, Lykens, Singh, Mains, & Lackan, 2010).  
A culture of safety is strengthened through a spirit of inquiry and clinicians’ 
individual decision-making through the EBP paradigm – that is, individual clinicians’ 
belief in EBP. Belief in this paradigm fosters incorporation of the best evidence, best 
clinicians’ expertise, and patients’ best choices into joint decision-making aimed at 
achieving the best outcomes (Levin, Fineout-Overholt, Melnyk, Barnes, & Vetter, 2011; 
Melnyk, 2012; Melnyk, Gallagher-Ford, Long, & Fineout-Overholt, 2014). The concepts 
of evidence-based decision-making with a spirit of inquiry support organizational 
implementation of EBP. An organizational culture that supports an evidence-based 
approach to patient care is more likely to result in increased patient safety, and therefore, 
improved patient outcomes, including a reduction in patient morbidity and mortality 
(Melnyk, Fineout-Overholt, Stillwell, & Williamson, 2010; Feng, Bobay, & Weiss, 
2008). Teamwork, patient involvement, and provider and patient accountability, 




has been characterized by common values, non-punitive responses to adverse events, and 
promotion through education and training (Barnsteiner, 2011). With performance 
measures becoming critically important to the provision and cost of healthcare, the 
development of a sustainable culture of safety that fosters improved patient outcomes 
within health care institutions is imperative.   
National agencies such as the Association of Healthcare Research and Quality 
(AHRQ), the National Database of Nursing Quality Indicators (NDNQI), and the Centers 
for Medicare and Medicaid Services (CMS) measure and monitor quality and safety 
metrics to support and sustain a culture of safety that demonstrates improvements. 
Relationships among an environment that supports a spirit of inquiry, individual EBP 
decision-making, organizational implementation of EBP, and a culture of safety are 
proposed in The Proposed Model (see Figure 1, Appendix A).   
Purpose 
The purpose of this study is to determine the relationships among EBP culture, 
individual evidence-based decision making, situational urgency, organizational 
implementation of EBP, and a culture of safety.   
Review of Literature 
 To explain the Impact of the Evidence-Based Practice on Safety, a systematic 
search of the literature was conducted to determine what is known about each of the 
proposed pathways. Searches were conducted in the CINAHL, Pub Med, and the 
Cochrane databases (see Table 2, Appendix B) using the keywords safety, quality, 
culture, and EBP. A search of the subject headings: professional practice, evidence-
based; cultural safety; quality of healthcare; safety; and organizational culture yielded a 




potential articles. Review was conducted of abstract and titles for articles that addressed 
the concepts of EBP, safety, and organizational culture. Review of abstracts and titles 
was conducted for articles that spoke to specific clinical application of safety 
interventions, such as addressing medication-related problems or delivery room 
resuscitation of low birthweight babies, which were excluded due to their narrow focus.  
Application of these criteria resulted in 527 articles rejected by title and 231 articles 
rejected by abstract, leaving 41 articles retained for review.  
The Relationship between EBP Culture and Individual Evidence-Based Decision 
Making: Pathway 1 
The value of a supportive EBP culture is well documented in the literature. Nurses 
old and young reported that reasonable workload and manageable nurse-to-patient ratios 
were significant incentives to stay in their current employment (Tournangeu, Thomson, 
Cummings, & Cranley, 2013; Johansen & Cadmus, 2016). In pathway 1, organizations’ 
culture of EBP has been shown to be significantly and positively correlated with 
individual evidence-based decision making and beliefs (Melnyk, Fineout-Overholt, 
Giggleman, & Cruz, 2010; Underhill, Roper, Siefert, Boucher, & Berry, 2015). Hauck, 
Winsett and Kuric (2012) found that individual evidence-based decision making and 
beliefs improved in an environment with: a) engaged leadership, b) mentors, and c) 
educational resources. Additionally, an environment that adopted an EBP mentorship 
model demonstrated a reduction in turnover by 49% (Levin, Fineout-Overholt, Melnyk, 
Barnes, & Vetter, 2011). Furthermore, Breckenridge-Sproat and colleagues (2015) found 
that a commitment to a strong EBP environment demonstrated an increase in EBP beliefs 




Schaffer (2009) found that evidence-based decision making and beliefs were dependent 
on addressing environmental barriers and adding facilitators to practice. While there is 
clear support for a relationship between an EBP environment and individual EBP beliefs 
and evidence-based decision making, there is no such support in the current literature for 
a relationship with a culture of safety. 
The Relationship between EBP Culture and Situational Urgency: Pathway 2 
Pathway two addresses the expected relationship between the EBP culture and 
situational urgency. Situational urgency occurs when immediate changes in the work 
environment interfere with the normal process, in this case, changes in EBP culture. 
Situational urgency, for this study, is defined as the nurse to patient ratio. Low situational 
urgency is described as nurse to patient ratios in which there is an adequate number of 
nurses to care for the amount and acuity of patients. Higher situational urgency indicates 
a nurse to patient ratio in which there are too few nurses for the amount and acuity of 
patients. Aiken and colleagues (2011) found that improving nurse to patient ratios, that is, 
situational urgency, in hospitals with strong work environments, including EBP cultures, 
improved patient outcomes. Researchers have demonstrated that poor work environments 
can escalate situational urgency, which in turn can result in a surge of adverse patient 
events (Cho, Chin, Kim, & Hong, 2016; Ward-Smith, 2012). In contrast, better work 
environments with narrower nurse-patient ratios (i.e., reduced situational urgency) have 
been shown to reduce patient mortality rates by nearly 50% (Cho et al., 2015). 
Additionally, an environment that fosters nurse empowerment in decision making has 
been shown to decrease situational urgency and improve nurse retention (Laschinger, 




situational urgency reported a 41% burnout rate and documented decreased patient 
quality of care (Nantsupawat et al., 2011). In poor environments with high situational 
urgency, nurses report dissatisfaction with their jobs and a reluctance to recommend the 
hospital as a satisfactory workplace (Kutney-Lee et al., 2009). 
The Relationship between Individual Evidence-Based Decision Making and 
Organization-wide EBP Implementation: Pathway 3 
The third pathway within the proposed model shows the expected relationship 
between individual evidence-based decision making and organizational implementation 
of EBP. Individual evidence-based decision making contributes to organizational 
implementation of EBP, which supports the highest quality of care and the best patient 
outcomes (Melnyk, Fineout-Overholt, Stillwell, & Williamson, 2009). Additionally, 
individual evidence-based decision making encourages mentoring and has been shown to 
stimulate implementation of EBP where nurses dramatically influence nursing practice 
(Neville & Horbatt, 2008; Melnyk, 2012). Furthermore, Estrada (2009) reported positive 
relationships between a learning organization in which individual evidence-based 
decision making was encouraged and the implementation of EBP, while Melnyk, 
Fineout-Overholt, Gallagher-Ford, & Kaplan (2012) demonstrated that Magnet 
organizations, which focus on improved environmental culture, have a higher level of 
implementation of EBP.   
Melnyk (2012) described how individual evidence-based decision making through 
the EBP paradigm assists organizations to move toward organizational implementation of 
EBP. Individual evidence based decision making and use of the EBP paradigm is 




beliefs are significantly and positively related to EBP implementation (Melnyk, Fineout-
Overholt, Giggleman, & Cruz, 2010; Stokke, Olsen, Espehaug, & Nortvedt, 2014). 
Another sequelae of EBP beliefs is leadership. In one study, nurse leaders with high EBP 
beliefs were shown to be more likely to implement EBP and lead their teams in this 
direction (Sredl et al., 2011). Further study results by Kim et al. (2016) showed a positive 
correlation between EBP beliefs and EBP implementation (r = 0.47; p < .001). 
Additionally, a study evaluating implementation of the Advancing Research and Clinical 
Practice through close Collaboration (ARCC) model demonstrated as EBP beliefs 
increased EBP implementation also increased (Melnyk, Fineout-Overholt, Giggleman, & 
Choy, 2016; Melnyk, 2012).  
The Relationship between Organization-wide Implementation of EBP and a Culture 
of Safety: Pathway 4 
The fourth pathway in the proposed model describes a relationship between 
organizational-wide implementation of EBP and a culture of safety. There are studies 
published about the impact of organizational implementation of EBP and patient 
outcomes (Molony & Samuels, 2012; Melnyk, Fineout-Overholt, Giggleman, & Choy, 
2016; Melnyk et al., 2016), and there are studies published about a culture of safety 
(Sammer, Lykens, Singh, Mains, & Lacken, 2010; Ulrich & Kear, 2014; Ausserhofer et 
al., 2013); however, there were no studies found in the search for this evidence review 
that explain the relationship between these two concepts.  
Studies about a safety culture revealed that this complex phenomenon is not 
clearly understood and, therefore, difficult to operationalize. Seven subcultures of a 




learning, just (i.e. a just culture), patient-centered. Each of these is a common theme 
found in both EBP and a culture of safety (Sammer, Lykens, Singh, Mains, & Lackan, 
2010; Melnyk, Fineout-Overholt, Stillwell, & Williamson, 2010).  
The Relationship between EBP Culture and a Culture of Safety: Pathway 5 
 The fifth pathway in the model represents an expected relationship between a 
EBP culture and a culture of safety. There is mounting evidence that healthy work 
environments, such as an EBP culture, contribute to a culture of safety. A study by the 
Joint Commission on Accreditation of Healthcare organizations (JCAHO) showed that 
work environments with strong communication, collaboration, appropriate staffing, and 
leadership have less errors, and therefore, a stronger patient safety culture (Barden & 
Distrito, 2005; Lamontagne, 2010). In another study, JCAHO indicated that risks to 
patient safety are directly related to situational urgency in the nursing practice 
environment, specifically nurse staffing levels (Joint Commission on Accreditation of 
Healthcare Organizations, 2008). The Institute of Medicine (IOM) demonstrated that the 
key components that impact patient safety included organizational EBP (Page, 2004). 
Furthermore, the IOM Roundtable on EBP stated as its vision that the healthcare system 
should draw on the best evidence to provide safe and appropriate care. The IOM also 
stated a goal for 90% of clinical decisions to be evidence based by the year 2020 (IOM, 
2009). Additionally, Bogaert and colleagues (2013) found that the nurses’ practice 
environment was a direct predictor of patient quality of care. Heath, Johanson, and Blake 
(2004) and O’Hagan et al. (2014) found that effective communication, collaboration, and 




The Relationship between Situational Urgency and Individual Evidence Based 
Decision Making: Pathway 6 
The sixth pathway in the proposed model represents the expected relationship 
between situational urgency and individual evidence-based decision making. For this 
study, situational urgency is defined as nurse to patient ratios. Little evidence about this 
relationship was found in this review. However, it has been shown that lack of time and 
organizational support are barriers to EBP engagement. It has also been shown that when 
evidence-based decision making is delivered within a supportive EBP culture and 
provided through a context of caring, the best patient outcomes are attained (Melnyk, 
2012; Melnyk et al., 2016). Researchers found that widened nurse-patient ratios, resulting 
in a time shortage for nurses, increased the risk of fatigue, burnout, and patient risk 
(Garrett, 2008; Cimiotti, Aiken, Sloane, & Wu, 2012). Furthermore, Aiken, Xue, Clarke, 
and Sloane (2007) found deficiencies in the patient care environment, specifically 
widened nurse-patient ratios, were directly related to adverse patient events.  
There are methodological gaps in the body of evidence to explain the proposed 
model, including levels of evidence, lack of conceptual framework, little randomized 
sampling, small sample sizes, various measures for similar constructs (the same measure 
wasn’t used; see Table 15, Appendix A). 
This review of literature demonstrates that little research has been conducted 
regarding exploring the relationship among EBP culture, individual evidence-based 
decision making and beliefs, organizational implementation of EBP, and a culture of 
safety, which lends support for this study. Furthermore, some of the identified 




Theoretical Framework to Underpin Model Development 
Bandura’s Social Cognitive theory (Bandura, 1982) served as theoretical guidance 
for solely conceptual development of the proposed study model; not for model testing. 
Bandura’s theory identifies three major factors that offered support for the proposed 
model: 1) environments or where the actions take place, 2) personal/cognitive factors 
which are thinking processes involving acquiring and using information, and 3) behaviors 
or how persons act. (see Figure 4 in Appendix A). All are inter-related. 
Environments are where actions take place, including what influences how one 
makes a decision and how one behaves. Many elements make up the influence that 
environment has on behavior and persona/cognitive factors. Work environment (EBP 
culture) and situational issues (situational urgency) influence clinicians’ choices and 
subsequent behavior (evidence implementation).  
Personal/cognitive factors (Bandura, 1991) can involve individual goal setting 
that is influenced by self-evaluation of competence, such as how well does one search or 
critically appraise an article, steps in the EBP process. The stronger the person’s belief in 
their capabilities (EBP beliefs), the loftier the goal they set for themselves and greater 
their commitment to the achievement of the goal, such as how often they implement EBP 
strategies (EBP implementation).  
How persons think represents how they appraise situations and make decisions 
about what they will do. In this study, clinicians were asked to consider how they believe 
in EBP, and how they appraised situations and weighed out tradition with what best 




influence patient, family, provider and system outcomes, though this was not part of the 
tested models.  
Theoretical Application 
 The theory supported the proposed model development for this study through 
conceptually supporting the study variables with the integrated concepts of environmental 
factors, personal/cognitive factors, and behavior. Conceptually, environmental factors for 
this study were proposed as EBP culture and situational urgency. Conceptually, the 
personal/cognitive factors for this study were proposed as individual evidence-based 
decision making and beliefs (EBP beliefs). Proposed variables underpinned conceptually 
as behavioral factors were organizational implementation of EBP and the culture of 
safety. The study definitions provide clear understanding of the concepts and the 
operational definitions provide the measurement of the concepts within the study (see 
Table 3, Appendix B). 
Research Hypotheses and Questions for the Proposed Model 
Hypotheses have support from the literature to propose specific relationships 
between the variables. Research questions, though without literature support, were also 
proposed.  
Study Hypotheses 
H1: An EBP culture will have a direct effect on perceived individual evidence-based 
decision making and beliefs. 





H3: Individual evidence-based decision making and beliefs will have a direct effect on 
perceptions of organizational implementation of EBP.  
Research Questions 
RQ1: Does an EBP culture have a direct effect on situational urgency within the 
organization? 
RQ2: Does an EBP culture have a direct effect on perceptions of culture of safety? 
RQ3: Does individual evidence-based decision making and beliefs have a mediating 
effect between an EBP culture and organizational implementation of EBP?  
RQ4: Does situational urgency have a direct effect on individual evidence-based decision making 
and beliefs? 
RQ5: Does organizational implementation of EBP have a direct effect on perceptions of a 
culture of safety?   
RQ6: Does organizational implementation of EBP have a mediating effect between 
individual evidence-based decision making and beliefs and a culture of safety? 
Methods 
Sample 
The Institutional Review Board (IRB) of The University of Texas at Tyler 
evaluated the study for ethical soundness. No nurse recruitment or data collection began 
until approval for the study was obtained from the IRB at The University of Texas at 
Tyler. Other institutional ethics review board approvals included The University of Texas 
Health Science Center at Tyler and UT Health East Texas. After IRB approval, the Chief 
Nursing Officer (CNO), for each institution, was contacted verbally asking permission to 
survey their nurses. After receiving permission, a convenience sample of nurses was 




institutions, including a tertiary care center (500 beds) and an Academic Medical Center 
(158 beds) in East Texas (see Table 4, Appendix B). Tertiary is defined as care that is 
predominantly specialized care, usually referred from primary care personnel, and 
provided in centers equipped for special examination and treatment. Academic Medical 
Centers are defined as health care organizations that also provide opportunities for 
training physicians (McGraw-Hill, 2002). The environments within the nine hospitals 
were varied so that relationships among the model variables could be explored across 
institutional settings. These organizations included both acute and ambulatory venues. 
Nurses meeting the following criteria were eligible for study participation: (a) 
actively practicing nurses, (b) ability to read and comprehend English, (c) a full-time 
employee of one of the nine participating hospitals.  
Participants were invited to participate in the study through email (see Appendix 
D). To protect the email addresses of participants, the principal investigator (PI) provided 
the electronic survey invitation to a single selected individual in each participating 
institution. Participants were emailed the invitation by this specified individual. The 
email invitation outlined the purpose of the study and provided a link to the online 
survey. Data collection took place utilizing Qualtrics®, which is a secure on-line 
platform for creating questionnaires with a secure portal to ensure security of the data.  
The program allows for managing survey responses and is accessed through The 
University of Texas at Tyler (UTT). According to Hu and Bentler (1999), a sample size 
of 200 - 300 for structural equation modeling is acceptable. However, the study models 





Informed Consent  
The recruitment email sent to all potential participants contained all information 
to allow informed consent (see Appendix D). Potential participants were informed that 
they may refuse to participate in the study without any reprisal or retaliation. After 
participants read their recruitment email, they had the opportunity to agree to participate 
by clicking on an embedded url for the survey. Participants had another opportunity to 
choose to participate when they engaged the first page of the survey using the logic 
provided within Qualtrics. Each participant was informed that the responses were 
confidential, and no identifiable data were collected, including IP addresses.  Also, 
potential participants were informed that they may refuse to participate in the study 
without any reprisal or retaliation.  Participants were informed that submission of the 
survey was implied consent.  When participants agreed to complete the survey, they were 
taken to the online questions. If they clicked “choose to not participate,” they were taken 
to a Thank You page. The survey was created and managed by the PI.   
When data collection was completed, the anonymous raw data were extracted by 
the PI for analysis. Furthermore, the electronic survey and data collected were password 
protected. Only the PI and the faculty chair had access. Any data retrieved in a file from 
the survey was de-identified and stored on a password protected computer inside a locked 
office. Data will be kept, after the study, for a period of 3 years for publication purposes, 
and then it will be destroyed.  
Sample Characteristics 
Access to the survey link was provided for 24 weeks. After the link was closed, 




nurses participated in the online survey. Listwise deletion for major missing data (more 
than three missing items within one scale) left a final study sample of 217. Of those 217, 
30 cases had missing values of less than three items within a single scale replaced with 
within person single measure means, resulting in a 13.8% missing data rate. Table 6 (see 
Appendix B) provides demographics for the study sample.  
Of the 372 responses, 82 respondents opened the survey, but exited prior to 
completion of all survey questions.  These cases were removed from the sample data 
prior to analysis (i.e. listwise deleted). Further, any case with more than three unanswered 
responses within a single measure in the study was eliminated from the sample. Seventy-
three respondents completed the survey, but had greater than three incomplete responses 
within a single measure and therefore were eliminated prior to analysis. Thirty cases with 
three or less unanswered responses within a single measure had their missing data 
completed through replacing their mean for that measure. The final sample with complete 
data for all scales was 217 participants. 
Of the 217 participants, descriptive statistics (see Table 6, Appendix B) show that 
86 percent of the sample were female. Forty-two percent are between the ages of 23 and 
41 (Generation Y). Forty-four percent of the sample have an ADN and 35 percent have a 
BSN. Thirty-six percent of those surveyed have 10 years or less of experience and 30 
percent have work experience of 11 – 20 years. Fifty-six percent of participants are staff 
nurses and 89 percent of those surveyed are white.  
Instruments 
The four major variables explored in the original model, EBP culture, individual 




safety were measured by leading instruments used in research on EBP and safety (see 
Table 3, Appendix B). 
EBP Culture 
EBP Culture was measured by the Organizational Culture & Readiness for 
System Wide Integration of Evidence-Based Practice Survey (OCRSIEP; see Appendix 
C). This survey is a 25-question 5-point Likert type scale with one meaning none at all 
and five meaning very much. A summed total score ranges from 25 -125. Higher scores 
mean a more supportive work environment for EBP. This instrument provides 
understanding of strengths and opportunities that influence the extent to which 
implementation of EBP is supported within a healthcare environment. The scale has 
established face and content validity, with internal consistency reliability confirmed with 
a consistent Cronbach alpha above .85 across multiple settings and samples (Fineout-
Overholt & Melnyk, 2010; Melnyk, Gallagher-Ford, Thomas, Troseth, Wyngarden, & 
Szalacha, 2016).  
Individual Evidence-Based Decision Making and Beliefs 
Individual evidence-based decision making and beliefs was measured by the EBP 
Belief scale (EBPB, see Appendix C), which is a 16-item, 5-point Likert-scale that ranges 
from one (strongly disagree) to five (strongly agree). Summed scores range between 16 
and 80. This instrument measures clinicians’ beliefs regarding EBP and evaluates their 
ability to implement it. Higher scores indicate stronger beliefs. Reliability for this 
instrument has been demonstrated by Cronbach alpha and Spearman-Brown r reliability 






Situational urgency in this study was represented by organizations’ average nurse-
patient ratio (NPR) for general care and for intensive care. Individual nurse’s perception 
of NPR was measured within the survey. The questions were based on industry standards 
for how NPR was defined, namely as the number of patients that a single nurse is 
responsible for, on a given shift, within a specified patient care area. These related 
specifically to medical surgical and intensive care units. Situational urgency was 
measured with five questions for each of these areas. The first three questions identified 
the NPR on medical, surgical, and intensive care units for each hospital (see Appendix 
C). The first question asked about the standard ratio of nurses to patients.  For example, if 
nurses worked on medical units, they would respond to a single 4-point Likert item scale 
with a with responses ranging from 1 (1 nurse/5 patients) to 4 (1 nurse/8 patients). 
Surgical units had a separate single-item question with unique responses on a 4-point 
Likert scale (1 nurse/4 patients to 1 nurse/7 patients), and intensive care units had  a 
single 3-point Likert item ranging from 1 nurse/2 patients to 1 nurse/4 patients. The 
second question asked participants to identify the percentage of the time these standards 
were followed at each institution. Responses to this single item for each of the three areas 
was a 6-point Likert set ranging from 50% to 100%. The third question asked participants 
to identify the percentage of time that situations changed during a shift that resulted in an 
increased NPR above the institutional standard. This question had a 7-point Likert 
response set ranging from standard always met to 50% of the time situations changed to 
increase the NPR above standard. An increase of NPR above the institutional standard 




System-wide Evidence-based Practice Implementation 
System-wide Evidence-based Practice Implementation (EBPI, see Appendix C) 
was measured by the EBP Implementation Scale  This 18-item, 5-point frequency scale 
measures how often participants acted on EBP, with responses ranging from zero 
meaning “zero times in the last eight weeks” to four meaning “greater than or equal to 
eight times in the last eight weeks.” Scoring consists of summing the items for a total 
score ranging from zero to 72. Higher mean scores within an organization indicate higher 
EBP implementation. Reliability for this instrument has been demonstrated by Cronbach 
alpha and Spearman-Brown r reliability coefficients above .85 (Melnyk, Fineout-
Overholt, & Mays, 2008). Validity for both the EBPB and the EBPI scales has been 
demonstrated through principal components analysis indicating that each scale measures 
a single construct.  
Culture of Safety 
The culture of safety was measured by the Agency for Healthcare Research and 
Quality Hospital Survey on Patient Safety (CULTURESAFETY; see Appendix C). The 
CULTURESAFETY is a 48-item scale comprised of 12 safety composite subscales 
including 1) overall perceptions of safety; 2) frequency of events reported; 3) 
supervisor/manager expectations and actions promoting safety; 4) organizational 
learning/continuous improvement; 5) teamwork within units; 6) communication 
openness; 7) feedback and communication about error; 8) non-punitive response to error; 
9) staffing; 10) hospital management support for patient safety; 11) teamwork across 
units; and 12) hospital handoffs and transitions. Five-point Likert anchors ranged from 




agree) for 47 items. Sum scores provide a range from 48 - 240 with higher scores 
indicating a higher perception of safety. Reliability for this instrument has been 
documented with a Cronbach alpha reliability coefficient of .77 for the overall score 
(Sorra & Dyer, 2010). 
Data Collection 
 Data collection was completed across six months. Nurses from the nine 
participating institutions were provided the opportunity to participate in the study. To 
protect their anonymity, participants were emailed the survey url by a select individual 
within each institution. The invitation and introduction of the survey explained the 
participation process fully in an effort to minimize the opportunity for missing data. 
Missing data were addressed within the data analysis.   
The survey was electronic and the recruitment email with url was emailed five 
times to potential participants, with four of the emails being reminder emails that were 
sent every seven days for four weeks. Response numbers were not sufficient and the 
email reminders were sent again for another four weeks. Responses were still lacking and 
reminders were sent every two weeks until a sufficient sample was obtained. Data 
collection stopped at the end of six months when there were sufficient responses for an 
adequate sample.    
Analysis 
Data were analyzed using IBM SPSS Predictive Analytics Software. The data 
were considered continuous. The situational urgency variable was noted to have a large 
amount of missing data, and, therefore, became not a usable variable for analysis. 




prior model testing. Path analysis was used to evaluate the relationships among the 
variables within the model to answer the research questions and test hypotheses. 
Descriptive statistics were obtained to summarize the participants’ demographic 
characteristics.  
The original model was constructed and pathways were identified (see Figure 2, 
Appendix A). Path Analysis using SPSS/AMOS was selected as the method of statistical 
evaluation. The required assumptions adopted were: 1) all relations are linear and 
additive; 2) the residuals are uncorrelated with the variables in the model and with each 
other; 3) the causal flow is one way; 4) the variables are measured on interval scales 
(Brannick, 1995).  
Data were reviewed for assumptions of parametric testing for each instrument. 
Table 5 (Appendix B) provides a review of the assumptions of normality for each scale. 
With small or large samples, there is risk of false positives in significance tests of 
normality (Field, 2013). With a significant sample size in this study all scales performed 
within acceptable limits. 
The relationships posited in the original and alterative models are linear and 
additive focusing on explaining what predicts the final downstream variable of a culture 
of safety. Measurement within the proposed model has uncorrelated residuals as all 
variables are assumed to have no measurement error. Furthermore, all downstream 
variables are not proposed to covary, rather have proposed recursive, predictive 
relationships. Proposed variables were measured with Likert response instruments, scores 




Missing data were addressed with listwise deletion for missing items more than 
three within a single scale. For those variables with three or less missing items within a 
single scale (no more than 12-18% within a scale), the within person mean for that scale 
was imputed. For example, if a participant had three or less items that were not 
completed within the EBPB, the mean for items within the EBPB scale for that person 
was inserted when there was a missing item. This approach to missing values reduces the 
likelihood of distribution distortion for this variable and underestimation of the standard 
deviation that can happen with simple mean imputation (Gelman & Hill, 2006; Eekout, 
nd).  
Results 
Correlation of Study Variables 
Among the four major variables in the analysis, there were statistically significant 
correlations (see Table 1, Appendix A) therefore, model testing was supported. Based on 
these correlations, an original path model was constructed with hypotheses and research 
questions.  For clarity, from this point on these variables will be referred to by their 
abbreviated instrument name.    
The Original Model 
The original model, evaluated with path analysis using SPSS-AMOS, indicated 
that although there were correlations among the variables, the proposed predictive paths 
were not supported (see Figure 2, Appendix A).  The path coefficients demonstrated that 
although EBP Culture (OCRSIEPSUM) significantly predicted a culture of safety 
(CULTURESAFETYSUM), EBP Beliefs (EBPBSUM) and EBP Implementation 




for model fit. Chi-square of 12.9 (p < .0001) indicated that the study model and the 
saturated model were significantly different. Additionally, the CFI (.887) and the 
RMSEA (.235) indicated a poor “goodness of fit” for this model (see Table 7, Appendix 
B).  
Hypotheses for the Original Model  
The hypotheses and research questions presented in the originally proposed model 
are described here.   
H1: OCRSIEPSUM will have a direct effect on individual EBPBSUM. This hypothesis 
was supported with a statistically significant standardized path coefficient from 
OCRSIEPSUM to EBPBSUM (β = .34, p < .001).   
H2: Individual EBPBSUM will have a direct effect on organizational EBPISUM. This 
hypothesis was supported with a statistically significant standardized path coefficient 
from EBPBSUM to EBPISUM (β = .38, p < .001 see Table 8, Appendix B).  
Research Questions for the Original Model 
RQ1: Does OCRSIEPSUM have a direct effect on CULTURESAFETYSUM? This 
question was answered affirmatively with a statistically significant standardized 
regression coefficient from OCRSIEPSUM to CULTURESAFETYSUM (β = .40, p < 
.001, see Table 8, Appendix B). 
RQ2: Does individual EBPBSUM have a mediating effect between OCRSIEPSUM and 
organizational EBPISUM? OCRSIEPSUM and EBPISUM had a direct relationship as 
well as an indirect relationship through individual EBPBSUM, both accounting for 14% 




RQ3: Does organizational EBPISUM have a direct effect on perceptions of a 
CULTURESAFETYSUM? EBPISUM did not have a direct effect on 
CULTURESAFETYSUM. In fact, it demonstrated a negative regression coefficient of (β 
= -.15, p > .05).  
RQ4 addressed whether individual EBPBSUM will have a direct effect on perceptions of 
CULTURESAFETYSUM? EBPBSUM did not have a direct effect on 
CULTURESAFETYSUM (β = .07, p > .05).  
RQ5: Does organizational EBPISUM have a mediating effect between OCRSIEPSUM 
and CULTURESAFETYSUM? EBPISUM did not have a mediating (indirect) effect 
between OCRSIEPSUM and CULTURESAFETYSUM.  
RQ6: Does organizational EBPBSUM have a mediating effect between OCRSIEPSUM 
and a CULTURESAFETYSUM? EBPBSUM did not have a mediating (indirect) effect 
between OCRSIEPSUM and CULTURESAFETYSUM.  
RQ7: Does organizational EBPISUM have a mediating effect between individual 
EBPBSUM and CULTURESAFETYSUM was answered no as the variables did not meet 
the four mediation criteria set forth by Barron and Kenny (1986). 
Model Fit of the Original Model 
The original model did not have a good fit to the sample data; (see Table 7, 
Appendix B). The Chi-square was significant, indicating the original model and the 
saturated model were significantly different from one another (ꭓ2 = 12.92, p > .0001). 
The CFI was less than .9 (.887) and the RMSEA was 0.235, well above the acceptable 






The originally proposed model for this study demonstrated poor predictability and 
poor fit for the data therefore, the relationships between EBP and culture of safety were 
still not fully explained. Based on these findings, the literature and considering 
subsequent viable alternative approaches to variable definition, an alternative model was 
proposed (see Figure 3, Appendix A). When evaluated using SPSS-AMOS, this model 
had a statistically non-significant Chi-square (5.0, p = 0.81), indicating that there was no 
significant difference between the study model and the saturated model. Furthermore, the 
alternative model demonstrated acceptable fit to the data with a CFI of .971 and an 
RMSEA of .084 (see Table 9, Appendix B).   
EBPBSUM and EBPISUM were allowed to covary as is expected based on their 
correlation (r = .38, p < .05). This relationship indicates the importance of both beliefs 
and implementation and how influencing one can influence the other (see Table 10, 
Appendix B). Additionally, regression coefficients between EBPBSUM and 
OCRSIEPSUM (β =.243, p < .001) and between EBPISUM and OCRSIEPSUM (β = 
.245, p < .001) demonstrated that both of EBPBSUM and EBPISUM were significant 
predictors of OCRSIEPSUM. The regression coefficient between OCRSIEPSUM and 
CULTURESAFETYSUM (β = .382, p < .001) indicated that OCRSIEPSUM was a 
significant predictor of a CULTURESAFETYSUM (see Table 11, Appendix B).  
The intent of this study was to examine overall relationships between EBP and a 
CULTURESAFETYSUM and to identify predictive relationships among the various 
aspects of EBP and CULTURESAFETYSUM. The alternative model best demonstrated 




Variance and Usefulness for Alternative Model 
Variance in downstream variables is accounted for by upstream variables (e.g., 
variables in the model before the dependent variables). In the alternative model, 
OCRSIEPSUM is downstream to EBPBSUM and EBPISUM. BPBSUM and EBPISUM 
accounted for 16% of the variance in EBP culture. EBPBSUM, EBPISUM, and 
OCRSIEPSUM accounted for 15% of the overall variance in CULTURESAFETYSUM 
(see Table 12, Appendix B). These relationships demonstrated how important it is to 
consider how nursing staff are educated and the resources provided to increase 
knowledge, skill and engagement regarding EBP. If EBPBSUM and EBPISUM are 
priorities that are actualized within organizations, OCRSIEPSUM will improve which 
will improve the CULTURESAFETYSUM as well. 
The alternative model (see Figure 3, Appendix A) was proposed as the 
EBPISUM variable was considered as an individual measure versus an organizational 
variable. The underpinning for OCRSIEPSUM was that those organizational clinicians 
who believed in EBP and implemented it would foster such a culture. Hence, EBPBSUM 
and EBPISUM were moved to upstream variables and OCRSIEPSUM became a 
mediating downstream variable. CULTURESAFETYSUM remained the outcome 
variable.  
The hypotheses and research questions for the alternative model included: 
Hypotheses for the Alternative Model 
H1: Perceived individual EBPISUM and EBPBSUM are correlated as expected. This 




H2: Individual EBPISUM will have a direct effect on OCRSIEPSUM. This hypothesis 
was supported with significant path coefficient between individual EBPISUM and 
OCRSIEPSUM (β = .25, p < .001). 
H3: Individual EBPBSUM will have a direct effect on OCRSIEPSUM. This hypothesis 
was supported with a statistically significant path coefficient between EBPBSUM and 
OCRSIEPSUM (β = .24, p < .001; see Table 11, Appendix B). 
Research Questions for the Alternative Model 
There were two research questions within this study for the alternative model. 
RQ1: Does OCRSIEPSUM have a direct effect on CULTURESAFETYSUM? This 
question was answered affirmatively with a statistically significant standardized path 
coefficient from OCRSIEPSUM to CULTURESAFETYSUM ((β = 0.38, p < .001; see 
Table 11, Appendix B). 
RQ2: Does OCRSIEPSUM have a mediating effect between evidence individual 
EBPISUM, individual EBPBSUM and CULTURESAFETYSUM? The OSCRIEPSUM 
does demonstrate a mediating (indirect) effect between EBPBSUM and EBPISUM and 
CULTURESAFETYSUM (see table 13, Appendix B & Figure 3, Appendix A). 
Model Fit for Alternative Model 
The alternative model demonstrated a good fit to the sample data (see Table 9, 
Appendix B). The Chi-square was non-significant, indicating the original model and the 
saturated model were not significantly different from one another (ꭓ2 = 5.03, p > .0001). 
The CFI was greater than .9 (.971, p >.0001) and the RMSEA was .08 (.084, p > .0001) 





Reliability of Study Measures  
Each of the instruments used in the study were evaluated for internal consistency 
reliability. Cronbach’s alpha (α) supported reliability for all of the study instruments with 
values equal to or greater than .90 (see Table 14, Appendix B). 
Discussion 
Research has an impact on clinical practice and education. Findings must be 
applied for research to demonstrate its value. Having the right variables in the model in 
the right ordered relationships is imperative to this applicability. 
The Right Variables  
This study was an initial exploration of the predictive relationships among 
OCRSIEPSUM, individual EBPBSUM, organizational EBPISUM and 
CULTURESAFETYSUM. While theoretically, adding situational urgency to the original 
model by measuring the perceived organizational standard nurse/patient ratio in each 
institution, and measuring the nurse’s perception of how often that standard was breached 
seemed reasonable, upon data collection completion, this measure revealed significant 
amounts of incomplete data. This may be for numerous reasons, including nurses did not 
know what their organizational standard nurse/patient ratio was, nurses worked in an area 
that did not staff by nurse/patient ratios, or nurses worked in areas not listed in the 
measure (medical, surgical, intensive care). The excessive amount of incomplete data for 
the situational urgency variable made it unusable; therefore, it was removed from all 
model testing. Further research studies should be conducted to determine a more efficient 
and effective measure of the situational urgency variable so that context can be included 




nurse administrators need to understand how important it is to comprehend the 
relationship between nurse-patient ratios and CULTURESAFETYSUM.  
The Right Model 
The original model was designed with the assumption that OCRSIEPSUM would 
predict individual EBPBSUM; individual EBPBSUM would predict organizational 
EBPISUM; and organizational EBPISUM would predict a CULTURESAFETYSUM. 
However, the original model was not supported by the data. Although the original model 
demonstrated significant correlations among the variables, the path coefficients did not 
demonstrate a good fit with the data. These findings prompted a re-evaluation of the 
original model with examination of the impact of the variables on the 
CULTURESAFETYSUM and the placement of the variables within the model.  
The lack of fit of the original model initiated the development of an alternative 
model. The alternative model shifted individual EBPBSUM to upstream and shifted 
EBPISUM to an individual focus and move it upstream as well. Furthermore, 
OCRSIEPSUM was placed as a mediating variable between the two upstream variables 
and CULTURESAFETYSUM. This model also did not include situational urgency. The 
alternative model demonstrated significant path coefficients among the study variables. 
Finally, the alternative model demonstrated a much better fit with the data than the 
original model. 
This study demonstrated that there is a significant relationship between 
OCRSIEPSUM and CULTURESAFETYSUM. Also, the model supports that individual 
EBPBSUM and EBPISUM are positive predictors of OCRSIEP. These predictive 




consider how to best maximize their impact on safety can use the study findings to target 
their efforts to improve any of the upstream variables.  
This study partially fills the gap in the literature as previously there have been 
studies published about the impact of organizational implementation of EBP and patient 
outcomes (Molony & Samuels, 2012; Melnyk, Fineout-Overholt, Giggleman, & Choy, 
2016; Melnyk et al., 2016) and there are studies published about a culture of safety 
(Sammer, Lykens,  Singh, Mains, & Lacken, 2010; Ulrich & Kear, 2014; Ausserhofer et 
al., 2013); however, there were no studies found that explain the relationship between 
these two concepts in both over-all relationships or prediction.  
Previous studies have shown that a supportive organizational environment is 
associated with organizational implementation of EBP and also supports the highest 
quality of care and the best patient outcomes (Melnyk, Fineout-Overholt, Stillwell, & 
Williamson, 2009). Furthermore, several studies supported that EBP beliefs are 
significantly and positively related to EBP implementation (Melnyk, Fineout-Overholt, 
Giggleman, & Cruz, 2010; Stokke, Olsen, Espehaug, & Nortvedt, 2014). Additionally, 
nurse leaders with high EBP beliefs were shown to be more likely to implement EBP and 
lead their teams in this direction (Sredl et al., 2011). Further study results by Kim et al., 
(2016) showed a positive correlation between EBP beliefs and EBP implementation (r = 
0.47, p < .001). Yet, until now, there have been no studies that have shown predictive 
relationships between individual EBPBSUM, EBPISUM and OCRSIEPSUM. The 
alternative model allowed for the correlation between individual EBPBSUM and 
EBPISUM (r = .38, p < .05). This relationship indicates the importance of both beliefs 




between individual EBPBSUM and OCRSIEPSUM (β =.243, p < .001) and between 
individual EBPISUM and OCRSIEPSUM (β =.245, p < .001) demonstrated that both 
EBPBSUM and EBPISUM were significant predictors of OCRSIEPSUM. Using this 
information, organizations can better allocate resources to raise individual EBPBSUM 
and expand individual EBPISUM with the result of improving OCRSIEPSUM.  
The path coefficient between OCRSIEPSUM and CULTURESAFETYSUM (β 
=.382, p < .001) indicated that OCRSIEPSUM was a significant predictor of 
CULTURESAFETYSUM. Organizations can use this information to encourage growth 
of EBP culture and therefore improve the organizational culture of safety. 
Implications for Practice 
In this study, individual EBPSUM and EBPISUM accounted for 16% of the 
variance in OCRSIEPSUM. Individual EBPBSUM, EBPISUM, and OCRSIEPSUM 
accounted for 15% of the variance in CULTURESAFETYSUM. Therefore, it is 
important to consider what resources are allocated within unit and organizational budgets 
to ensure that nursing staff EBP beliefs and implementation are fully actualized. Based on 
this study’s findings, EBP beliefs and EBP implementation need to be shored up before 
the EBP culture can be built to the point of influencing a culture of safety.  
Currently, financial constraints in the healthcare market track productivity closely 
and non-productive time is usually not included in the daily staffing matrix. EBP 
preparation and advancement, as described in the literature, likely falls within the 
designated non-productive time. A question to be asked is, does this indicate a lack of 
value for EBP?  Perhaps, given that the financial environment is likely to only get tighter, 




healthcare market is also outcome driven. Perhaps our education focus should be training 
nurses on outcome related concepts such as, EBP results in the best care, EBP guidelines 
improve clinical practice and improve outcomes, and EBP resources can be used 
implement practice change. These concepts support improved patient outcomes and are 
consistent with EBP beliefs. Furthermore, education and training, for nurses, on real-time 
use of evidence in practice, collecting data on patient problems, and changing practice 
based on outcome data are not only outcome related but are consistent with EBP 
implementation. This real-time engagement of EBP into practice moves it to productive 
time and therefore into the staffing matrix. This shift and integration of EBP beliefs and 
EBP implementation into practice may improve EBP culture and will support a culture of 
safety. 
Strengths and Limitations 
The strengths of this study are that it is one of the first, if not the only, study to 
investigate the overall relationship between EBP and a culture of safety, specifically the 
predictive relationships among individual EBP beliefs, individual EBP implementation, 
EBP culture, and a culture of safety. Additionally, the study is underpinned by the 
established concepts of a positive EBP culture, an empirically supported EBP paradigm, 
and the benefits of individual implementation of EBP. Furthermore, the study’s 
alternative model demonstrated a good fit for the data. Limitations include a convenience 
sample of nurses from East Texas that may limit results from being generalizable to other 
regions of the nation. Additionally, the inability to include situational urgency in this 
study is limiting, as context was not included in the original nor alternative models. A 




and, therefore, measurement error may not be accounted for in the models and may have 
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In 2001, the Institute of Medicine (IOM) published the report Crossing the 
Quality Chasm (IOM, 2001) to provide direction for reforming the health care system 
toward a safer environment which contributed to the initiation of a dialog on patient 
safety. The IOM demonstrated that the key components that impact patient safety 
included organizational EBP (Page, 2004). Furthermore, the IOM Roundtable on EBP 
stated as its vision that the healthcare system should draw on the best evidence to provide 
safe and appropriate care. The IOM also stated the goal of 90% of clinical decisions to be 
evidence based by the year 2020 (IOM, 2009). This will only occur as clinicians 
implement EBP as their problem-solving approach to the delivery of healthcare that 
integrates the best evidence from the literature with clinicians’ expertise and patients’ 
preferences and values (Levin, Fineout-Overholt, Melnyk, Barnes, & Vetter, 2011). 
In this study, chapter two describes the process of implementing evidence-based 
practice and examines the nurse’s role in evidence-based care and a culture of safety. 
Chapter three examines the relationship of evidence-based practice and a culture of safety. 
The purpose of this study was to examine the overall relationship of EBP and a culture of 
safety, and to identify predictive relationships among these concepts. The alternative model 
demonstrated significant relationships between individual EBP beliefs and EBP 
implementation. It also demonstrated significant predictability between individual EBP 
beliefs, EBP implementation, and an EBP culture. Furthermore, significant predictability 
was demonstrated from EBP culture to a culture of safety. The identification of predictive 




exploration of the relationship between EBP and a culture of safety is merited. Several 
opportunities exist for the future program of research. A study should be conducted to help 
explain the remaining variance in culture of safety. Secondly, a study should be conducted 
to explore valued strategies to help CNOs fill the gap of their identified priorities in which 
culture of safety was ranked high and EBP was ranked low (Melnyk et al., 2016). Lastly, a 
study should be conducted to determine a more efficient and effective measure of the 
situational urgency variable so that context can be included in following explorations, of 
this model, with varied samples and larger sample sizes. 
As performance measures become increasingly important to the practice and 
affordability of healthcare, a systematic approach to providing care that is based on the 
best evidence and encourages a culture of safety is imperative. Therefore, it is important 
to consider how nursing staff are educated and what resources are provided to increase 
knowledge, skills, and engagement in EBP. If individual EBP beliefs and EBP 
implementation are actualized in organizations, the EBP culture will improve and the 
culture of safety will improve as well. As organizations implement EBP, it is expected 
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1 .381** .337** .156* 
Sig. (2-tailed)  .000 .000 .022 
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Sig. (2-tailed) .000  .000 .013 
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OCRSIEPSUM Pearson 
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Sig. (2-tailed) .000 .000  .000 
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Legend: PP - Professional practice; C of S – Culture of Safety; QH – Quality Healthcare; Org. C 






Initial search included the 
keywords safety, quality, culture, 
and evidence-based practice. An 
expanded search using the 
MESH headings: Professional 
practice, evidence-based; cultural 
safety; quality of healthcare; 
safety; and organizational culture 
yielded 268611 articles reflecting 
isolated concepts of PP, C of S, 
QH, Org. C, and Safety. 
 
 
799 potential articles were 
identified. These included 
those that addressed concepts 
of EBP, safety, and 
organizational culture and 
excluded specific clinical 
application. All included 




538 articles rejected by title 






231 articled rejected by 
abstract due to no 
relationships between 
concepts 
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EBP Culture The culture, area, 
and surrounding 
conditions in which 
an employee 
functions that 
supports EBP.  
OCRSIEPSUM - 
Organizational Culture & 
Readiness for System-Wide 
Integration of Evidence-based 
Practice Survey measures 
individual perception regarding 
organizational culture and 
readiness for system-wide 
implementation of EBP. 
Responses 1-5 - 1-Not at All, 2-
A Little, 3-Somewhat, 4-









Belief in EBP 
Paradigm as basis 
for decision making 
EBPBSUM - EBP Beliefs Scale 
measures individual beliefs 
about the value of EBP and the 
ability to implement it. 
Responses 1-5 -  1=Strongly 
Disagree, 2=Disagree, 
3=Neither Agree nor Disagree, 




& maintenance of 
this standard 
Nurse Patient Ratio.  
Organizationally reported. 
Medical units, a 4- point Likert 
sale, range - 1 nurse/5 patients 
to 1 nurse/8 patients. Surgical 
units, a 4- point Likert scale, 
range - 1 nurse/4 patients to 1 
nurse/7 patients.  Intensive care 
units, a 3- point Likert scale, 






The extent to which 
EBP is implemented 
within an 
organization 
EBPISUM - The EBP 
Implementation Scale measures 
perceptions of the extent to 
which EBP is implemented. 
Responses 0-4 – 0=0 times, 
1=1-3 times, 2=4-5 times, 3=6-












Behavior Culture of 
Quality and 
Safety 
Core value of zero 
harm (patient safety) 






Hospital Survey on Patient 
Safety measures perceptions of 
Patient Safety. Responses 1--5 
– 1= Strongly Disagree, 
2=Disagree, 3=Neither, 






Appendix B (Continued) 
Table 4. Hospitals Included in the Sample 






1 UT Health 
Tyler 
Tertiary Urban 500 100,000 600 No 
2 UT Health 
Specialty 
Hospital 
Urban 48 100,000 75 No 




158 60,000 150 No 
UT Health 
Athens 
Urban 127 30,000 250 No 
UT Health 
Jacksonville 
Rural 40 30,000 90 No 
UT Health 
Henderson 
Rural 96 30,000 120 No 
UT Health 
Pittsburg 
Rural 25 30,000 70 No 
UT Health 
Quitman 
Rural 25 30,000 70 No 
UT Health 
Carthage 
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Table 5. Assumptions of Parametric Testing 
Instrument Normality 
(Histogram) 
  Linearity (Q – 
Q Plot)  





EBPI Positive Skew Linear trend Eight .000 .000 
EBPB Normal Curve Linear None .005 .152 
OCRSIEP Normal Curve Linear One .200 .268 






Appendix B (Continued) 
Table 6. Sample Characteristics (N = 217) 
 Demographic Variable  Frequency   Percent 
Gender 
Male    31    14.4 
Female    184    85.6 
Age 
23-41 (Generation Y)  92    42.4 
42-53 (Generation X)  61    28.1 
54-72 (Baby Boomers)  64    29.5 
Education 
Diploma    17    7.8 
ADN    96    44.2 
BSN    76    35.0 
MSN    26    12.0 
PhD or DNP   2    0.9 
Years of Experience 
0-10    78    35.9 
11-20    66    30.4 
21-30    44    20.3 
31-40    20    9.3  
41-50    9    4.1 
Race/Ethnicity 
Asian/Pacific Islander  6    2.8 
White    192    88.9 
African American   8    3.7 
Hispanic    7    3.2 
Other    3    1.4 
Type of Position 
Staff Nurse    121    56.0 
Charge Nurse   47    21.8 
Nurse Manager   32    14.8 
Director or Above   11    5.1 
Other    5    2.3 
 
 
Table 7. Goodness of Fit Indices of Original Model 
 
Model NPAR CMIN DF P CMIN/DF RMSEA CFI 
Default model 13 12.924 1 .000 12.924 .235 .887 
Saturated model 14 .000 0   .286 1.000 
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Table 8. Standardized Regression Coefficients for Original Model 
 
VARIABLES Estimate 
EBPBSUM <--- OCRSIEPSUM .337* 
EBPISUM <--- EBPBSUM .381* 
CultureSafetySUM <--- EBPISUM -.152* 
CultureSafetySUM <--- EBPBSUM .072 
CultureSafetySUM <--- OCRSIEPSUM .404* 
*Statistically significant 
 
Table 9. Goodness of Fit Indices of Alternative Model  
Model NPAR CMIN DF P CMIN/DF 
Default model 12 5.034 2 .081 2.517 
Saturated model 14 .000 0   











Default model .955 .865 .972 .914 .971 
Saturated model 1.000  1.000  1.000 
Independence model .000 .000 .000 .000 .000 
 
Model RMSEA LO 90 HI 90 PCLOSE 
Default model .084 .000 .179 .196 
Independence model .286 .241 .333 .000 
  
Table 10. Correlations (Pearson r) for Exogenous Variables within Alternative Model  
 Estimate 
EBPISUM  EBPBSUM .381 
 
Table 11. Standardized Regression Coefficients for Alternative Model  
   Estimate 
OCRSIEPSUM <--- EBPBSUM .243 
OCRSIEPSUM <--- EBPISUM .245 
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Variable Direct Effect Indirect Affect Total Effect 
EBPB               ------               .093            .093 
EBPI               ------               .094            .094 
OCRSIEP        .382               ------            .382 




EBPI 36.53 16.66 0 – 72 .957 
EBPB 61.55 8.12 16 – 80 .904 
OCRSIEP 73.38 18.90 25 – 125 .944 
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Appendix C Instruments 
Organizational Assessment for System-wide Integration of EBP Survey 
Fineout-Overholt & Melnyk, Copyright 2005 
Below are 19 questions about evidence-based practice (EBP). Please consider the culture of your 
organization and its readiness for system-wide implementation of EBP and indicate which 
answer best describes your response to each question. There are no right or wrong answers.  
 
1. To what extent is EBP clearly described as central to the mission and philosophy of your 
institution? 
None at All  A Little  Somewhat  Moderately  Very Much____ 
2. To what extent do you believe that EBP is practiced in your organization? 
None at All  A Little  Somewhat  Moderately  Very Much 
3. To what extent is the nursing staff with whom you work committed to EBP? 
None at All  A Little  Somewhat  Moderately  Very Much 
4. To what extent is the physician team with whom you work committed to EBP? 
None at All  A Little  Somewhat  Moderately  Very Much 
5. To what extent are there administrators within your organization committed to EBP (i.e., have 
planned for resources and support [e.g., time] to initiate EBP) 
None at All  A Little  Somewhat  Moderately  Very Much 
6. In your organization, to what extent is there a critical mass of nurses who have strong EBP 
knowledge and skills? 
None at All  A Little  Somewhat  Moderately  Very Much 
7. To what extent are there nurse scientists (doctorally prepared researchers) in your organization 
to assist in generation of evidence when it does not exist? 
None at All  A Little  Somewhat  Moderately  Very Much 
8. In your organization, to what extent are there Advanced Practiced Nurses who are EBP 
mentors for staff nurses as well as other APNs? 
None at All  A Little  Somewhat  Moderately  Very Much 
9. To what extent do practitioners model EBP in their clinical settings? 




10. To what extent do staff nurses have access to quality computers and access to electronic 
databases for searching for best evidence? 
None at All  A Little  Somewhat  Moderately  Very Much 
11. To what extent do staff nurses have proficient computer skills? 
None at All  A Little  Somewhat  Moderately  Very Much 
12. To what extent do librarians within your organization have EBP knowledge and skills? 
None at All  A Little  Somewhat  Moderately  Very Much 
13. To what extent are librarians used to search for evidence? 
None at All  A Little  Somewhat  Moderately  Very Much 
14. To what extent are fiscal resources used to support EBP (e.g. education-attending EBP 
conferences/workshops, computers, paid time for the EBP process, mentors) 
None at All  A Little  Somewhat  Moderately  Very Much 
15.  Choose the best answer for how you view the extent to which there are EBP champions (i.e., 
those who will go the extra mile to advance EBP) among the following groups: 
Administrators None at All  A Little  Somewhat  Moderately  Very Much 
Physicians  None at All  A Little  Somewhat  Moderately  Very Much 
Nurse Educators None at All  A Little  Somewhat  Moderately  Very Much 
Advance Practice Nurses None at All  A Little  Somewhat  Moderately  Very 
Much 
Staff Nurses  None at All  A Little  Somewhat  Moderately  Very Much 
16. To what extent is the measurement and sharing of outcomes part of the culture of the 
organization in which you work? 
None at All  A Little  Somewhat  Moderately  Very Much 
17. To what extent are decisions generated from: 
direct care providers?  None  25%  50%  75%  100% 
upper administration?  None  25%  50%  75%  100% 
physician or other healthcare provider groups? None  25%  50%  75%  100% 
18. Overall, how would you rate your institution in readiness for EBP? 





19. Compared to 6 months ago, how much movement in your organization has there been toward 
an EBP culture? 





Appendix C (Continued) 
EBP Beliefs Scale 
Melnyk & Fineout-Overholt, Copyright 2003 
Below are 16 statements about evidence-based practice (EBP). Please indicate the best match 
that describes your agreement or disagreement with each statement. There are no right or wrong 
answers. 
1. I believe that EBP results in the best clinical care for patients. 
Strongly Disagree  Disagree  Neither Agree nor Disagree  Agree  Strongly Agree 
2. I am clear about the steps of EBP. 
Strongly Disagree  Disagree  Neither Agree nor Disagree  Agree  Strongly Agree 
3. I am sure that I can implement EBP. 
Strongly Disagree  Disagree  Neither Agree nor Disagree  Agree  Strongly Agree 
4. I believe that critically appraising evidence is an important step in the EBP process. 
Strongly Disagree  Disagree  Neither Agree nor Disagree  Agree  Strongly Agree 
5. I am sure that evidence-based guidelines can improve clinical care 
Strongly Disagree  Disagree  Neither Agree nor Disagree  Agree  Strongly Agree 
6. I believe that I can search for the best evidence to answer clinical questions in a time efficient 
way. 
Strongly Disagree  Disagree  Neither Agree nor Disagree  Agree  Strongly Agree 
7. I believe that I can overcome barriers in implementing EBP. 
Strongly Disagree  Disagree  Neither Agree nor Disagree  Agree   Strongly Agree 
8. I am sure that I can implement EBP in a time efficient way. 
Strongly Disagree  Disagree  Neither Agree nor Disagree  Agree    Strongly Agree 
9. I am sure that implementing EBP will improve the care that I deliver to my patients. 
Strongly Disagree  Disagree  Neither Agree nor Disagree  Agree     Strongly Agree 
10. I am sure about how to measure the outcomes of clinical care. 
Strongly Disagree  Disagree  Neither Agree nor Disagree  Agree     Strongly Agree 
11. I believe that EBP takes too much time. 




12. I am sure that I can access the best resources in order to implement EBP. 
Strongly Disagree  Disagree  Neither Agree nor Disagree  Agree  Strongly Agree 
13. I believe EBP is difficult. 
Strongly Disagree  Disagree  Neither Agree nor Disagree  Agree  Strongly Agree 
14. I know how to implement EBP sufficiently enough to make practice changes. 
Strongly Disagree  Disagree  Neither Agree nor Disagree  Agree  Strongly Agree 
15. I am confident about my ability to implement EBP where I work 
Strongly Disagree  Disagree  Neither Agree nor Disagree  Agree  Strongly Agree 
16. I believe the care that I deliver is evidence-based. 





Appendix C (Continued) 
EBP Implementation Scale 
Melnyk & Fineout-Overholt, Copyright 2003 
Below are 18 questions about evidence-based practice (EBP). Some healthcare providers do 
some of these things more often than other healthcare providers. There is no certain frequency in 
which you should be performing these tasks. Please answer each question by checking the option 
that best describes how often each item has applied to you in the past 8 weeks. 
1. Used evidence to change my clinical practice… 
0 times 1-3 times  4-5 times  6-7 times  Greater than or equal to 8 times 
2. Critically appraised evidence from a research study… 
0 times 1-3 times  4-5 times  6-7 times  Greater than or equal to 8 times 
3. Generated a PICOT question about my clinical practice… 
0 times 1-3 times  4-5 times  6-7 times  Greater than or equal to 8 times 
4. Informally discussed evidence from a research study with a colleague... 
0 times 1-3 times  4-5 times  6-7 times  Greater than or equal to 8 times 
5. Collected data on a patient problem... 
0 times 1-3 times  4-5 times  6-7 times  Greater than or equal to 8 times 
6. Shared evidence from a study or studies in the form of a report or presentation to more than 2 
colleagues… 
0 times 1-3 times  4-5 times  6-7 times  Greater than or equal to 8 times 
7. Evaluated the outcomes of a practice change… 
0 times 1-3 times  4-5 times  6-7 times  Greater than or equal to 8 times 
8. Shared an EBP guideline with a colleague… 
0 times 1-3 times  4-5 times  6-7 times  Greater than or equal to 8 times 
9. Shared evidence from a research study with a patient/family member… 
0 times 1-3 times  4-5 times  6-7 times  Greater than or equal to 8 times 
10. Shared evidenced from a research study with a multi-disciplinary team member… 
0 times 1-3 times  4-5 times  6-7 times  Greater than or equal to 8 times 
11. Read and critically appraised a clinical research study… 





12. Accessed the Cochrane database of systematic reviews… 
0 times 1-3 times  4-5 times  6-7 times  Greater than or equal to 8 times 
13. Accessed the National Guidelines Clearinghouse… 
0 times 1-3 times  4-5 times  6-7 times  Greater than or equal to 8 times 
14. Used an EBP guideline or systematic review to change clinical practice where I work… 
0 times 1-3 times  4-5 times  6-7 times  Greater than or equal to 8 times 
15. Evaluated a care initiative by collecting patient outcome data… 
0 times 1-3 times  4-5 times  6-7 times  Greater than or equal to 8 times 
16. Shared the outcome data collected with colleagues… 
0 times 1-3 times  4-5 times  6-7 times  Greater than or equal to 8 times 
17. Changed practice based on patient outcome data… 
0 times 1-3 times  4-5 times  6-7 times  Greater than or equal to 8 times 
18. Promoted the use of EBP to my colleagues… 
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Principal Investigator  
 
Hunt                          Don                     
(Last)       (First)                                            (MI)  
PI Title and Credentials ☐Assistant Professor           ☐Associate Professor             
☐Professor                           ☒ Student             
☐Other  
Faculty Sponsor Name and 
Email if PI is Student 




  870-404-4380 
  dhunt9@patriots.uttyler.edu 
Co-Investigator(s) Click here to enter text. 
Co-Investigator(s) Email and 
Telephone 
 N/A  
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NOTE: If the protocol includes the use of PHI, refer to the IRB Handbook on HIPAA 
policies and relevant forms that must be completed before IRB approval can be 
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3.   Clearly Stated Purpose Of Study and Design :    The purpose of this study is to 
determine the relationships among work environment, individual evidence-based decision 
making, situational urgency, organizational implementation of EBP, and a culture of safety.     
 
3. Research Questions and/or Hypotheses, if applicable:  Click here to enter text.  
H1: A work environment that supports EBP (OCRSIEP) will have a direct effect on perceived 
individual evidence-based decision making (EBPB). 
H2: A work environment that supports EBP (OCRSIEP) will have a direct effect on perceived 
organizational implementation of EBP (EBPI). 
H3: Individual evidence-based decision making (EBPB) will have a direct effect on perceptions 
of organizational implementation of EBP (EBPI). 
Research Questions: 
RQ1: Does a work environment that supports EBP (OCRSIEP) have a direct effect on situational 
urgency (SU) within the organization? 
RQ2: Does a work environment that supports EBP (OCRSIEP) have a direct effect on 
perceptions of culture of safety (AHRQ –HSPS)? 
RQ3: Does individual evidence-based decision making (EBPB) have a mediating effect between 
a work environment that supports EBP (OCRSIEP) and organizational implementation of EBP 
(EBPI)? 
RQ4: Does situational urgency (SU) have a direct effect on individual evidence-based decision 
making (EBPB)? 
RQ5: Does organizational implementation of EBP (EBPI) have a direct effect on perceptions of a 
culture of safety(AHRQ –HSPS)?   
RQ6: Does organizational implementation of EBP (EBPI) have a mediating effect between 




5.   Brief Background and Significance of Study (include enough information and citations 
to indicate literature gaps and why it is important to do this study):    
 
In 2001, the Institute of Medicine (IOM) published the report Crossing the Quality 
Chasm (Institute of Medicine, 2001) to provide direction for reforming the health care system 
toward a safer environment that contributed to the initiation of a dialog on patient safety.  Over 
fifteen years after that landmark report, preventable adverse events continue to be responsible for 
210,000 to 440,000 deaths of hospitalized patients each year (James, 2013). According to the 
Agency for Healthcare Research and Quality, (AHRQ; 2016) specific process improvement 
initiatives, such as teamwork training, unit-based safety teams, and executive walking rounds, 
have been associated with increased hospital ratings by patients, but there is no association yet 
demonstrated between these initiatives and decreased error rates.  Furthermore, AHRQ purports 
that widely implemented quality improvement measures such as rapid response teams and 




last two decades, providers, payers, and legislators have become increasingly aware of the need 
for an environment in healthcare that supports safety through reduced errors. 
In an effort to improve the quality and safety of healthcare throughout the country, the 
National Quality Forum released its updated manual, Safe Practices for Better Healthcare 
(2010). The manual describes that more than 15 million occurrences of medical harm occur each 
year with an estimated cost between $17 billion and $29 billion per year (National Quality 
Forum, 2010). It is clear that an increasingly innovative and cost-effective healthcare delivery 
system is required to improve patient outcomes and decrease healthcare expenditures. The 34 
safe practices described in the manual are evidence-based interventions meant to address 
common concerns, such as health care associated infections, medication errors, wrong site 
surgeries, and pressure ulcers. Evidence-based practice (EBP) has been demonstrated to improve 
care and improve patient outcomes. Within the current transition from a fee for service payment 
system to a value-based payment system, anything that improves outcomes will prove valuable. 
When utilized, evidence-based nursing practice is a significant contributor in reducing the 
escalation of healthcare costs. Evidence-Based Practice standards are applicable at both the 
individual and organizational levels. Entities such as The Academic Center for Evidence-Based 
Practice (ACE) Star Model have been established to advance nursing roles in providing cutting-
edge practice, facilitate the transfer of knowledge, and turn research into action (Abbott, Dremsa, 
Stewart, Mark, & Swift, 2006).    
In addition to facilitating the transfer of knowledge, EBP demonstrates that appropriate 
nurse-patient ratios are an important issue to consider when speaking about safety. When the 
ratio of patients to nurse rises above the standard, the potential for situational urgency increases. 
In these situations, nurse decision making is affected and patient outcomes deteriorate to include 
failure to rescue and increased mortality (Aiken, Clarke, Sloane, Sochalski & Silber, 2002; Kane, 
Shamliyan, Mueller, Duval, &Wilt, 2007). When ratios of patients to nurse are within the 
standard, quality care is provided and patient outcomes improve (Estabrooks, Midodzi, 
Cummings, Tickler, & Giovannetti, 2005; Aiken et al., 2010). EBP demonstrates that 
environments that control situational urgency and maintain appropriate nurse-patient ratios 
provide the best opportunity for evidence-based decision making and positive patient outcomes.     
The goal of the Institute of Medicine’s Roundtable on Evidence-based Medicine is that 
by the year 2020, 90 percent of clinical decisions will be evidence based (Institute of Medicine, 
2009). This will only occur as clinicians implement EBP as their problem-solving approach to 
the delivery of healthcare that integrates the best evidence from the literature with clinicians’ 
expertise and patients’ preferences and values (Levin, Fineout-Overholt, Melnyk, Barnes, & 
Vetter, 2011). In this process, clinicians discover new knowledge and integration of that 
knowledge into clinical practice (Schaffer, Sandau, & Deidrick, 2012).  
EBP, as opposed to traditional practice, supports improving population health and quality 
of care, encourages patient centered care and the patient experience, and reduces cost, the Triple 
Aim in healthcare (Melnyk et al., 2016). This improvement in the quality of care is further 
encouraged through EBP in the support of leadership and teamwork. Engaged leadership is a 
foundational principle in providing an evidence-based culture where clinicians can establish EBP 
as the foundation of care (Melnyk et al., 2016). Teamwork is equally important to an evidence-
based culture. Evidence-based teams comprised of multidisciplinary clinicians are instrumental 
in building a culture of trans-disciplinary teamwork that leads to a higher quality of care and 
improved patient outcomes (Melnyk et al., 2016). Consistent with EBP, leadership and teamwork 




that leadership is key to designing, fostering, and nurturing a culture of safety (Clarke, Lerner, & 
Marella, 2007)). This was further demonstrated when the National Quality Forum (NQF) 
adopted “Improving Patient Safety by creating a Culture of Safety” with a focus on leadership 
structures and systems (NQF, 2006). Teamwork has consistently been shown to be a necessary 
component in creating an environment where collaboration among clinicians fosters a culture of 
safety (NQF, 2006; Sammer, Lykens, Singh, Mains, & Lackan, 2010).  
This culture of safety is strengthened through a spirit of inquiry and clinicians’ individual 
decision-making through the EBP paradigm. This paradigm incorporates the best evidence, best 
clinicians’ expertise, and patients’ best choices into joint decision-making aimed at achieving the 
best outcomes (Levin, Fineout-Overholt, Melnyk, Barnes, & Vetter, 2011; Melnyk, 2012; 
Melnyk, Gallagher-Ford, Long, & Fineout-Overholt, 2014). The concepts of evidence-based 
decision-making and a spirit of inquiry support organizational implementation of EBP. An 
organizational culture that supports an evidence-based approach to patient care is more likely to 
result in increased patient safety, and therefore, improved patient outcomes, including a 
reduction in patient morbidity and mortality (Melnyk, Fineout-Overholt, Stillwell, Williamson, 
2010; Feng, Bobay, & Weiss, 2008). Teamwork, patient involvement, and provider and patient 
accountability, developed as an organizational priority, are contributors to a safety culture. This 
culture has been characterized by common values, non-punitive responses to adverse events, and 
promotion through education and training (Barnsteiner, 2011). With performance measures 
becoming critically important to the provision and cost of healthcare, the development of a 
sustainable culture of safety that fosters improved patient outcomes within health care 
institutions is imperative.   
National agencies such as the Association of Healthcare Research and Quality (AHRQ), the 
National Database of Nursing Quality Indicators (NDNQI), and the Centers for Medicare and 
Medicaid Services (CMS) measure and monitor quality and safety metrics to support and sustain 
a culture of safety that demonstrates improvements. Relationships among an environment that 
supports a spirit of inquiry, individual EBP decision-making, organizational implementation of 
EBP, and a culture of safety are proposed in the Impact of Evidence-Based Practice Model 
(IEBP Model).  
  
6.   Target Population:  
a. Ages:   over 18 years       
b. Gender:  All     
 Explain below if either gender is to be purposely excluded. 
 N/A 
c. Are all racial and ethnic groups included in general recruitment? ☒ Yes   ☐ 
No 
 Explain below if a racial or ethnic group is to be purposely excluded. 
    N/A 
 d.  Number of Anticipated Participants with Justification:    Sample size will be 
calculated by G-power analysis. Alpha will be .05; Effect size will be .15; Power will be 
0.8. Through these calculations the recommended sample size will be 68 participants per 
path or a total of 476 participants.  
e. Inclusion Criteria for Sample Eligibility: Nurses meeting the following criteria 




ability to read and comprehend English, (c) a full time employee of one of the three 
participating hospitals.  
   
Note:  Any study involving prisoners requires a full board review, and may not be approved 
under expedited review. 
 
7. Explain the locations or settings for (a) sample recruitment and (b) data collection:  
 
a. In what settings (e.g., specific classroom, organizational meetings, 
church, clinics, etc.) will you do sample recruitment?  
 
The survey will be sent by email. It can be completed wherever the 
participant has access to a computer. The setting will be hospital based. The 
institutions included will be: UT Health Northeast; MD Anderson Cancer 
Center; and East Texas Medical Center.  
 
b. In what settings will you collect your data? 
Data collection will take place utilizing Qualtrics®, which is a secure on-line platform 
for creating questionnaires and managing survey responses and is accessed through The 
University of Texas at Tyler.    
 
8.  Prior to sample recruitment and data collection, who will you first obtain 
permission to do the recruitment and data collections.  UT Health Northeast – 
Debbie Fielder, MA, Director of Institutional IRB; MD Anderson – Kelly Brassil, 
PhD, Director, Nursing Research and Innovation; East Texas Medical Center – 
Maria Kulma, DNP, Chief Nursing Officer. 
Note: I met with Debbie Fielder, Director of Institutional IRB at UT Health 
Northeast. I explained my study and Ms. Fielder expressed optimism that, with a 
letter from UT Tyler IRB, my study could be expedited through the Institutional 
IRB process. We agreed that as soon as I had a letter from UT Tyler IRB we would 
move forward. 
 
9. Who will be recruiting the sample (humans, records, etc.)? This could be the PI or 
another person who is asked by the PI to recruit.  
 
 Recruitment will be done through email by the PI. 
  
10. How will recruitment be done? For example, will recruitment be done by email (if so, 
indicate how email addresses are obtained), face to face, etc.?  
 
 Participants will be invited to participate in the study through email. Email addresses will 
be obtained from distribution lists from participating institutions. However, to protect the 
email addresses of participants, the PI will provide the electronic survey invitation to a 
selected individual in each participating institution. Participants will be emailed the 
invitation by this specified individual. The email invitation will outline the purpose of the 





a. Copy and paste text, verbal scripts, graphics, pictures, etc. below from any 
flyers, ads, letters etc. that are used for recruitment of participants. This will 
be what will be said in emails, etc. to potential participants as the general 
announcement for recruitment.  
 
NOTE: This is never an “N/A” option.  You may also add these as separate 
attachments and indicate so in space below.  
          
  Dear Potential Participant; 
You are invited to participate in a study entitled The Relationship between Evidence-Based 
Practice (EBP) and a Culture of Safety. The purpose of this study is to evaluate the relationship 
between EBP and a culture of safety with the ultimate objective of improving patient outcomes. 
Your participation is completely voluntary, and if you begin participation and choose to not 
complete it, you are free to not continue without any adverse consequences. Any data you 
submitted to that point will remain in the study.  
If you agree to participate in this study, please note the following information: 
 The online surveys will take less than 30 minutes to complete. 
 Your responses to the survey will be completely anonymous. 
We know of no known risks to this study, other than becoming a little tired of answering the 
questions. If this happens, you are free to take a break and return to the survey to finish it. Once 
you have submitted the survey information, please note that your data are no longer retrievable, 
given that the survey responses are anonymous.  There may be no benefits of participating for 
you, but your participation may help us learn more about what we know about the relationship 
between EBP and a culture of safety. 
If you need to ask questions about this study, you can contact the principle investigator, Don 
Hunt at dhunt9@patriots.uttyler.edu or 870-404-4380 or, if I have any questions about your 
rights as a research participant you can contact Dr. Gloria Duke, Chair of UT Tyler Institutional 
Review Board at gduke@uttyler.edu, or 903-566-7023.  
 
If you want to participate in the study, please choose this link, yes, I choose to participate in this 
study.(URL LINK TO SURVEY will be embedded here) 
 
  
11.  Informed Consent 
 
.    Prospective research ordinarily requires written informed consent. Inclusion of 
children (under 18 years) requires permission of at least one parent AND the assent of 
the child (refer to UT Tyler's Policy on Informed Consent of Children).  
 
  If written consent is to be used, terminology must be about the 8th grade level, or as 
appropriate for the accurate understanding of the participant or guardian.   
 
  If there are questions about the literacy or cognitive level of potential participants, there 
must be evidence that the participant is able to verbalize basic information about the 




and/or ceasing participation with no adverse consequences. 
 
  Please use the templates posted under the IRB forms as a guide, and attach as a separate 
document with the application submission. 
 
  Do not copy and paste from this document into consent form. Use simple and easy to 
understand terminology written at no higher than 8th grade level.  
 
12.  If you are requiring signed consents, skip #12 and #13 and move to Item #14. 
 
  This section ONLY for those requesting a waiver or alteration of SIGNED and 
written informed consent: 
 
All four criteria must be met in order to NOT have signed written informed consents as a 
requirement for your study.  
 
In other words, you must answer “yes” to all four of the criteria below in order to NOT 
have written and signed informed consents.  
 
If you are requesting a waiver of written and signed informed consent, Indicate 
“yes” if the statement is true about your proposed research: 
 
1. The research involves no more than minimal risk to the subjects  ☒ Yes   ☐ No 
 
2. The waiver or alteration will not adversely affect the rights and welfare of the subjects  
☒ Yes  ☐ No 
 
3. The research could not practicably be carried out without the waiver or alteration,   
☒ Yes   ☐ No   AND  
 
4.  Whenever appropriate, the subjects will be provided with additional pertinent 
information after participation  ☒ Yes   ☐ No. 
 
13.  When prospective informed consent is waived, explain how you will obtain 
permission to use participant’s data.  If no permission is planned, please explain 
your rationale.  
 
Any online survey should always present general purpose of the research, risks, 
benefits, and PI contact information, and then participant should have the options 
presented to “I agree” or “I do not agree” to participate in the research. If they 
select “I do not agree” the survey should be set up so that the participant exits out 
and has no access to the survey.  
 






14. Detailed Data Collection Procedures ATTENTION: Be very specific for this item. 
 
Specify who, what, when, where, how, duration type of information for your 
procedures.  
Write this section as if you were giving instructions to another person not familiar with 
your study. Please bullet information if possible. 
  
 Nurses from the three participating institutions will be asked, through email, to 
participate in an on-line survey evaluating the relationship between Evidence-Based 
Practice (EBP) and a Culture of Safety. The survey will be available during the months of 
January, February and March of 2018 and will be sent to distribution lists at the 
participating institutions. Participant’s responses are completely anonymous and data 
gathered will be password protected and kept in a locked file cabinet in a locked office. 
Information will be kept for three years for research purposes and will then be destroyed.  
  
15. Data Analysis Procedures: 
 
Data will be analyzed through IBM SPSS Predictive Analytics Software. The data 
will be assumed to be continuous, and path analysis will be used to evaluate the 
relationships among the variables within the model to answer the research questions and 
test hypotheses. Descriptive statistics will be obtained to summarize the participants’ 
demographic characteristics.  
Path analysis is a direct extension of multiple regression. Its aim is to demonstrate 
estimates of the amount and impact of a multivariate set of data within a causal model 
(Wuensch, 2016).  In this model, path analysis will be conducted as a hierarchical 
(sequential) multiple regression analysis (Wuensch, 2016). The assumptions adopted are: 
1) All relations are linear and additive; 2) the residuals are uncorrelated with the variables 
in the model and with each other; 3) the causal flow is one way; 4) the variables are 
measured on interval scales (Brannick, 1995). Within this recursive model the variables 
are numbered one to five and path coefficients (p) are measured for each pathway within 
the model. Each coefficient is on paper with 2 subscripts. The path from one to two is 
documented p21 indicating that variable 2 is affected by variable 1 - the effect is written 
first and then the intervening variable. 
     
16.    Risks and benefits of this research to the subjects and/or society 
 
 Risks:   Click here to enter text.   
 There are no known risks to this study other than those encountered in daily life. 
 
 Benefits (benefits of your research to society in general   
 
This study will assist the researchers in learning more about what we know about the 
relationship between EBP and a culture of safety. 
 





 (NOTE: Any time code numbers are used, or signed consent forms are used, there is 
ALWAYS potential identifiability of data). 
 
 ☐ Yes     ☒ No    If yes, complete item 17a  
 
17a. State the type of identification, direct or indirect, on any specimens or data 
when they are made available to your study team:   Click here to enter 
text.   
   
Direct Identifiers include subject name, address, social security, etc. 
 
Indirect Identifiers include any number that could be used by the investigator or the 
source providing the data/specimens to identify a subject, e.g., pathology tracking 
number, medical record number, sequential or random code number) 
 
18. Confidentiality and Protection of Data: Specify how confidentiality will be secured 
and maintained for research data  
 
 For example, locked in file cabinet in office; on password protected computer, location(s) 
of computer; identifers and signed consent forms are kept locked in separate entity from 
data, etc.). 
 
Data will be password protected and kept in a locked file cabinet 
inside a locked office.  
 
19. Access to Data:  Specify faculty and staff (members of the study team) permitted to have 
access to the study data. 
 
              The PI and dissertation chair, Dr. Ellen Fineout -Overholt will have 
access to the data.   
 
20. Have all individuals who have access to data been educated about human subject 
ethics and confidentiality measures? (NOTE: This is responsibility of PI, and 
certificates must be attached to IRB application) 
 
 ☒ Yes    ☐  No     
 
21. If data is on a laptop, acknowledge that the laptop will never be in an insecure 
location where theft is possible (e.g., in a locked car) 
                
 Any laptop used in this analysis will never be in an insecure location. 
 
  
SIGNATURE OF PRINCIPAL INVESTIGATOR: Signature indicates agreement by the PI to 




Assurance, to the obligations as stated in the “Responsibilities of the Principal Investigator” and 
to use universal precautions with potential exposure to specimens.  
         
Don Hunt      January 3, 2018 
   
Principal Investigator Signature     Date 
Please print name or affix electronic signature. 
Electronic submission of this 











Dear Potential Participant; 
You are invited to participate in a study entitled The Relationship between Evidence-Based 
Practice (EBP) and a Culture of Safety. The purpose of this study is to evaluate the relationship 
between EBP and a culture of safety with the ultimate objective of improving patient outcomes. 
Your participation is completely voluntary, and if you begin participation and choose to not 
complete it, you are free to not continue without any adverse consequences. Any data you 
submitted to that point will remain in the study.  
If you agree to participate in this study, please note the following information: 
 The online survey will take less than 30 minutes to complete. 
 Your responses to the survey will be completely anonymous. 
We know of no known risks to this study, other than becoming a little tired of answering the 
questions. If this happens, you are free to take a break and return to the survey to finish it. Once 
you have submitted the survey information, please note that your data are no longer retrievable, 
given that the survey responses are anonymous.  There may be no benefits of participating for 
you, but your participation may help us learn more about what we know about the relationship 
between EBP and a culture of safety. 
If you need to ask questions about this study, you can contact the principle investigator, Don 
Hunt at dhunt9@patriots.uttyler.edu or 870-404-4380 or, if you have any questions about your 
rights as a research participant you can contact Dr. Gloria Duke, Chair of UT Tyler Institutional 
Review Board at gduke@uttyler.edu, or 903-566-7023.  
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My research interest includes the relationship between Evidence-Based Practice (EBP) 
and a Culture of Safety. My doctoral research has examined the overall relationship of 
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